[Rheumatoid arthritis of the cervical spine. Current concepts for diagnosis and therapy].
The involvement of the cervical spine in patients with rheumatoid arthritis (RA) is common,and has recently received growing attention. In the early stage of the disease, there is an isolated atlantoaxial subluxation (AAS). With further progression, osseous destruction of the joints can lead to vertical instability. While the involvement of the middle and lower cervical spine can cause a subaxial instability, neurological deficits can occur at any time. The onset of cervical myelopathy in patients with RA is often missed because of additional problems related to the hands and feet. If patients show clear symptoms of cervical myelopathy, the progression of the disease cannot be stopped by conservative treatment. Other indications for operative treatment are severe pain and radiological evidence of progressive instability. In the case of an isolated AAS, fusion can be restricted to the C1/C2 segment. If there is evidence for vertical or subaxial instability, an occipitocervical fusion has to be performed. To avoid instability adjacent to the fusion, the surgeon must check for signs of potential subaxial instability. If this is the case, fusion should include the entire cervical spine. Additional transoral decompression may be necessary when there is persistent retrodental pannus or osseous compression by an irreducible transverse dislocation or cranial migration of the dens. Non-ambulatory myelopathic patients are more likely to present severe surgical complications with limited prospects of functional recovery. Therefore, it is important to avoid the development of severe cervical myelopathy by early surgical intervention.